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Introduction
Obsessive-compulsive disorder (OCD) is a multifaceted disorder with many symptom presentations, which creates unique diagnostic challenges (Sussman, 2003) . Due to the heterogeneity of symptoms, there are typically long delays in obtaining a proper diagnosis and effective treatment (Marques et al., 2010; Sussman, 2003) . Recent studies of OCD symptom dimensions have generally converged upon four major groupings: contamination/cleaning, symmetry/ordering, doubts about harm/checking, and unacceptable thoughts/mental rituals Williams, Mugno, Franklin, & Faber, 2013) , although some studies have found variations in this pattern (e.g., Katerberg et al., 2010) . The unacceptable thoughts/mental rituals category includes obsessions about violence, morality, and sexually inappropriate behavior (Williams, Farris et al., 2014) , with compulsions that are often covert (Williams, Crozier, & Powers, 2011) . Concerns about sexual orientation are categorized among fears related to sexual behaviors in OCD.
Sexual orientation concerns in OCD were originally thought to be when a heterosexual person has unwanted thoughts, urges, or mental images about having a different sexual orientation (i.e., same-sex or bisexual); thus, this symptom manifestation was termed 'homosexual OCD' (H-OCD) in initial articles on this topic. This term evolved out of the OCD online self-help community in the early days of the Internet (Williams, 2008) . More recent research indicates that sexual orientation concerns are not only present in those who are heterosexual, but that someone who identifies as part of the LGBTQ (lesbian, gay, bisexual, transgender, or queer/questioning) community may have obsessions that they are heterosexual or some other orientation or identity than the one to which they ascribe (e.g., Goldberg, 1984; Williams & Ching, 2016) . Therefore, the term was revised to be more inclusive, and this presentation is now called sexual orientation OCD (SO-OCD; Williams, Slimowicz, Tellawi, & Wetterneck, 2014; Williams, Wetterneck, Tellawi, & Duque, 2015) .
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Given the stigma that sexual minorities face in society, we believe these obsessions are more likely to develop when stigma is greater. Thus, those identifying as heterosexual are more likely to fear being LGBTQ than LGBTQ individuals fearing being heterosexual, although more research is needed to determine this.
Sexual orientation obsessions are highly distressing to those experiencing them due to the typically ego-dystonic nature of the obsessions and the stigma attached to having a same-sex sexual orientation. In an online study of SO-OCD, Williams, Wetterneck, Tellawi, and Duque (2015) examined 237 heterosexual individuals who reported a prior OCD diagnosis and endorsed distress from sexual orientation-related intrusive thoughts. The majority (91%) reported high levels of distress related to same sex thoughts, with 21% reporting a "suicidal" level of distress, 51% reporting extreme distress, 2% reporting little distress, 19% reporting much distress, 5% reporting moderate distress, and 2% reporting some distress. Although it is believed that males are more likely to suffer from SO-OCD, females with SO-OCD endorsed higher levels of distress.
The prevalence of SO-OCD is unknown. However, in a large nationwide study, 30% of those with OCD reported sexual and/or religious obsessions (NCS-R; Ruscio, Stein, Chiu, & Kessler, 2010) . How many individuals experiencing sexual orientation obsessions is not clear as these subgroups were not distinguished from one another. In another study, 25%
of treatment-seeking individuals experienced some form of sexual obsessions during their lives, and this may be an underestimate (Grant et al., 2006) . One of the largest studies of clinical OCD symptoms was the DSM-IV Field Trial, which included patients receiving treatment from OCD specialty clinics at seven urban sites (n = 409; Foa, Kozak et al., 1995) .
Of those patients, 17% reported current or past sexual obsessions as a primary or secondary concern; 8% had current SO-OCD symptoms and 11.9% had lifetime SO-OCD . Using data from the OCD Collaborative Genetics Study (n = 485), Pinto et al.
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Actual numbers of those with SO-OCD are likely underestimated as SO-OCD is often misunderstood by those afflicted, and are typically misdiagnosed by professionals as a 'sexual identity crisis.' In one vignette study, OCD was misidentified by doctors over half of the time (50.5%), with misdiagnosing (i.e., underdiagnosis) most frequently in sexual orientation obsessions (84.6%; Glazier, Swing, & McGinn, 2015) . Glazier, Calixte, Rothschild, and Pinto (2013) were viewed in a more stigmatized manner than the other symptom dimensions (e.g., participants wanting more social distance from individuals with taboo obsessions).
Considering that SO-OCD is not uncommon but usually unrecognized, there is an important need for a validated measure of SO-OCD concerns. However, there are very few measures to help clinicians distinguish between symptoms of SO-OCD and concerns relevant to a sexual identity crisis. Williams, Wetterneck, et al. (2015) developed and examined a questionnaire of 70 items tapping into fears of becoming LGBTQ, worries that others may perceive one is
LGBTQ, as well as experiences of unwanted same-sex thoughts. Results indicated that these items loaded well onto six components: worries about one's sexual orientation changing;
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same-sex partner desires and experiences; other-sex partner desires and experiences; beliefs in the immorality of same-sex preferences; beliefs in the need to avoid judgments of one's sexual orientation; and sexual orientation shame or dissatisfaction. Additionally, stronger endorsement of these items was related to severe distress and suicidal ideation. However, these items did not constitute a psychometrically validated measure of SO-OCD concerns, as no additional measures were included to establish validity and no cut off scores were determined.
The Sexual Orientation Obsessive-Compulsive Scale (SO-OCS; Melli, Moulding, Gelli, Chiorri, & Pinto, 2016 ) is currently the only validated self-report measure of SO-OCD symptoms. The measure includes 14 items that exhibited good psychometric properties in the Italian language, in Central Italy. The measure was created using a sample of Italian, heterosexual non-clinical community participants and OCD patients with and without SO-OCD as their primary complaint. The published version of the measure was developed solely for heterosexual individuals who suffer from SO-OCD symptoms. It has not been demonstrated to have the ability to distinguish people with SO-OCD from LGBTQ individuals, nor has it been validated in English. Also, the language used to describe LGBTQ individuals is potentially dated (e.g., using 'homosexual' as a blanket term, instead of specifically referring to individuals as gay, lesbian, etc.; see Wadsworth, Morgan, HaysSkelton, Roemer, & Suyemoto, 2016) . The research presented here establishes a psychometrically sound and validated instrument that can reliably differentiate between SO-OCD symptoms versus sexual identity concerns in LGBTQ individuals in English.
Study 1
In our first study, we aimed to refine and evaluate a self-report measure of SO-OCD symptoms (i.e., the Sexual orientation Obsessions and Reactions Test; SORT) by selecting items from and adding to the survey that was developed and examined by Williams, Wetterneck et al. (2015) . Specifically, we aimed to obtain a short self-report measure with items that assess for SO-OCD symptoms, thus allowing for quick and efficient administration in clinical and research settings. Additionally, we aimed to improve on significant limitations in the psychometric evaluation process for the SO-OCS. For example, responses from nonclinical LGBTQ individuals, which we believe are vital for differentiation from SO-OCD,
were not collected for inclusion in initial factor structure and subsequent construct validity analyses for the SO-OCS. Data on non-SO-OCD-related sexuality concerns such as internalized homophobia and homonegativity were also not collected and examined, despite similarity in content with SO-OCD symptoms, which might in turn explain high rates of misdiagnosis of taboo obsessions including SO-OCD (e.g., Glazier et al., 2015; McCarty et al., 2017) . Therefore, the SO-OCS items may conflate SO-OCD concerns with non-SO-OCDrelated sexuality concerns that may be present in LGBTQ and heterosexual individuals. For example, the measure may not distinguish between homophobia and SO-OCD symptoms, even though a past study utilizing clinical observation suggested that the SO-OCD concerns of heterosexual sufferers tend not to be motivated by homophobia (Williams, 2008) .
Furthermore, although the SO-OCS was able to adequately distinguish people with SO-OCD from those with other forms of OCD, it was developed and validated in the Italian language with Italian participants. Therefore, the purpose of this study is to validate a self-report measure that specifically assesses SO-OCD symptoms in English, and has the ability to distinguish SO-OCD from sexual identity concerns that may be found in LGBTQ individuals.
We thus developed our measure for use in the English language with heterosexual and
LGBTQ individuals living in the United States.
Method

Participants and Procedure
A non-diagnosed, non-referred (i.e., non-clinical) sample of 1,673 self-identified compulsions on this measure were endorsed, participants were then required to report whether they were currently experiencing sexual obsessions that involved sexual orientationrelated worries on item 22 of the self-report version of the first edition of the Yale-Brown
Obsessive Compulsive Scale (Y-BOCS-SR) Checklist (Goodman et al., 1989; Steketee, Frost, & Bogart, 1996) (see Measures section below). For the scope of this study, we focused on four different groups: (1) LGBTQ students without OCD symptoms (n = 180); (2) heterosexual students without OCD symptoms (n = 895); (3) heterosexual students with SO-OCD symptoms (n = 33); (4) heterosexual students with other OCD symptoms (n = 471).
(These categorizes are based on the WHOS, and group labels are intended to help orient readers to the analyses, but are not intended to suggest that individuals in groups 1 and 2 are completely free of all OCD symptoms. Likewise, sexuality falls on a continuum.) Students who did not fit into one of these groups were excluded from analysis (n = 94).
Sociodemographic information for each group is reported in Table 1 .
Self-identification as either heterosexual or LGBTQ was collected via an open ended item near the beginning of the survey, and then later recoded as a binary variable.
Recognizing the limitations of this binary designation, self-identification as either heterosexual or LGBTQ was corroborated with responses corresponding to gay/lesbian and heterosexual identification summaries on the Sell Assessment of Sexual Orientation (Sell, 1996 ; see Measures section for more information on derivation of these summaries). The
LGBTQ students without OCD symptoms identified as "slightly," "moderately," or "very gay/lesbian," while the majority (66.7%−90.2%) of heterosexual students in the other three groups identified as "not at all gay/lesbian." The majority (82.2%) of LGBTQ students without OCD symptoms also identified as "slightly," "moderately," or "very heterosexual," which is similar to the way LGBTQ people describe themselves in terms of sexual orientation when given more options, and also likely represents some tendency to endorse responses closer to heteronormative expectations (a style akin to concealment of one's sexuality; Pachankis, 2007) . These classifications were cross-checked against the Klein Sexual Orientation Grid (also collected, but not described here; Klein, 1993) , with no discrepancies observed.
On the online sign-up page for the study, participants were first provided a brief description that this study was examining sexuality concerns in OCD. After informed consent was obtained, participants were then provided a web link to an online questionnaire containing measures of interest. This study was approved by the university's institutional review board (IRB).
Measures Sexual Orientation Obsessions and Reactions Test (SORT) -Preliminary Version.
In the present study, we selected from and revised the 70 items examined in the previous study by Williams, Wetterneck, et al. (2015) to generate a refined but preliminary inventory of 49 items that broadly covered the same themes. Importantly, in addition to the goal of being able to reliably and validly assess SO-OCD symptoms, these items were developed for the purpose of being able to distinguish heterosexual individuals with SO-OCD from: (1) heterosexual individuals without OCD; (2) heterosexual individuals with other forms of OCD; and (3) LGBTQ individuals without OCD-related concerns. These items should also distinguish the SO-OCD concerns of heterosexual individuals from the specific non-SO-
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OCD-related sexuality concern of internalized homophobia in LGBTQ individuals without OCD-related symptoms. If possible, these items should also distinguish SO-OCD-related concerns from the specific concern of homonegative attitudes in the entire sample, heterosexual and LGBTQ participants alike. Printed instructions to respondents were: "Select the answer that best corresponds with how you have been feeling over the past month.
LGBTQ refers to people who identify as lesbian, gay, bisexual, transgender, and/or queer."
Each item can be rated on a five-point scale: 0 (never), 1 (rarely), 2 (sometimes), 3 (often), and 4 (always). Higher numbers correspond to greater endorsement by the respondent. Of these 49 items, nine were intended to be reverse-scored. Thus, higher ratings, after reversescoring, correspond to greater SO-OCD symptom severity. Hong et al., 2017) . The WHOS is a 4-item self-report screening tool used to assess for the presence of clinically significant symptoms of OCD. The screening questions paraphrase DSM-5 criteria for an OCD diagnosis (APA, 2013). Specifically, these dichotomous yes/no questions inquire about the presence of obsessions, presence of compulsions, distress and functional impairment due to obsessions and/or compulsions, as well as the realization that one's obsessions and/or compulsions are excessive and unreasonable. In this study, the WHOS was used to classify screened students into either of the four aforementioned groups (heterosexual individuals with SO-OCD symptoms, heterosexual individuals without OCD symptoms, heterosexual individuals with symptoms of other forms of OCD, and LGBTQ individuals without OCD symptoms).
Wetterneck-Hart OCD Screener (WHOS;
Participants' endorsements of at least either obsessions or compulsions, as well as the remaining screening questions about distress and insight were required for classification as endorsing OCD symptoms; otherwise, participants were classified as not having OCD-related concerns. The WHOS has been used as a screener in similar studies of OCD (e.g., Wetterneck, Lee, Smith, & Hart, 2013) . (Goodman, Price, Rasmussen, Mazure, Delgado et al., 1989; Steketee et al., 1996) . The Y-BOCS-SR Checklist provides a comprehensive and valid inventory of items targeting different types of obsessions and compulsions in OCD documented in research and/or observed in clinical practice. Item 22 falls within the sexual obsessions category, and asks about current and/or past experience of sexual orientation-related worries.
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Yale-Brown Obsessive-Compulsive Scale-First Edition-Self-Report Version (Y-BOCS-SR) Checklist Item 22
In the present study, this item was included verbatim as a screening question. For participants who endorsed OCD symptoms on the WHOS, the endorsement of current sexual orientationrelated obsessions on this item was required for classification into the SO-OCD group.
Otherwise, these participants were classified into the group with other OCD symptoms. (Sell, 1996) . The Sell Assessment of Sexual
Sell Assessment of Sexual Orientation
Orientation is an instrument that measures various dimensions of sexual orientation (i.e., attraction, behaviors, and identity) on a continuum, with "homosexuality" on one end and "heterosexuality" on the other. Of the 12 questions rated on different-point scales, six assess sexual attraction, four assess sexual behavior, and two assess sexual orientation identity.
Responses to questions in these different dimensions need to be recoded according to instructions described in Sell (1996) to produce sexual orientation summaries for each dimension. In the present study, we created gay/lesbian and heterosexual summaries using just the two sexual orientation identity questions that read "I consider myself…" (1) Not at all gay/lesbian" to (7) Extremely gay/lesbian, and "I consider myself…" (1) "Not at all heterosexual" to (7) "Extremely heterosexual." Each response scale was reduced four categories, "not at all," "slightly," "moderately," or "very" gay/lesbian or heterosexual for simplicity (i.e., responses of 1 being classified as "not at all," responses of 2 and 3 being classified as "slightly," responses of 4 and 5 being classified as "moderately," and responses
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of 6 and 7 being classified as "extremely"). The identity questions corresponded well with the demographic response item assessing self-identification as either LGBTQ or heterosexual. Ross & Rosser, 1996) . The RHS is a 26-item measure of internalized homophobia in LGBTQ individuals that includes items developed theoretically and from clinical observations. In this study, the RHS was provided only to participants who self-identified as LGBTQ. This measure assesses four dimensions: (1) public identification as gay or lesbian; (2) perception of stigma associated with being gay or lesbian; (3) social comfort with gay and lesbian individuals; and (4) the moral and religious acceptability of being gay or lesbian. Items are rated on a seven-point scale from 1 (strongly disagree) to 7 (strongly disagree). After reverse-scoring the relevant 12 items, scores are summed to provide a total score, with higher total scores indicating higher internalized homophobia. The RHS demonstrated validity in the original study (Ross & Rosser, 1996) , having exhibited statistically significant (or non-significant) associations in expected directions for each subscale with relationship satisfaction, attraction toward men and women, amount of social time with homosexual individuals, disclosure of sexual orientation, etc. In the original validation study, Ross and Rosser (1996) found acceptable to good internal consistency for each of the four subscales (Cronbach's α = .62−.85). Furthermore, the four factors were very strongly intercorrelated with each other, justifying the use of a total score, as has been done in other studies (e.g., Dentato, Halkitis, & Orwat, 2013; Wilkerson, Fuchs, Brady, Jones-Webb, & Rosser, 2014) . In the present study, full-scale internal consistency of the RHS for LGBTQ students without OCD symptoms was acceptable (α = .72).
Reactions to Homosexuality Scale (RHS;
Modern Homonegativity Scale (MHS; Morrison & Morrison, 2002) . The MHS, evaluating both gay men or lesbian women as the attitudinal target, is a 12-item, unidimensional measure of contemporary negative and prejudiced attitudes toward such individuals. In current version presented to all participants in the present study, we opted to
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modify MHS items to refer to LGBTQ individuals in general as the attitudinal target, on the basis that response data did not vary psychometrically between the original two versions in the original study (Morrison & Morrison, 2002) . Items on the MHS are responded to on a five-point scale from 1 (strongly disagree) to 5 (strongly agree). After reverse-scoring three relevant items, scores are summed to provide a total score, with higher scores indicating more negative attitudes toward LGBTQ individuals. In the original validation study with large student and community samples, the MHS demonstrated good to excellent reliability (Cronbach's α = .81−.95). It also showed good validity, as attitudes assessed on the MHS shared expected relationships with theoretically linked constructs such as modern racism and modern sexism. In the present study, the MHS showed good internal consistency in the entire sample (α = .87).
Item Selection and Data Analytical Procedure
There were 1.2%-1.6% missing values for each SORT item in each group. Therefore, missing values for each participant were replaced with that participant's adjusted mean item score (mean person imputation). There were no missing values for the other measures. The relevant nine SORT items were reverse-scored prior to analyses.
First, we sought to ensure that SO-OCD symptoms, as assessed with SORT items, differ in an expected manner between groups. To do this, we conducted separate univariate between-groups analyses of variance (ANOVAs) (α = .05), with group membership as the independent variable for each of the 49 SORT items. We selected items that fit the a-priori trend of statistically significantly higher item severity for heterosexual students endorsing SO-OCD symptoms, compared with the other three groups individually, for a total of four groups. Item selection according to this criterion was intended to allow us to construct a preliminary measure on which elevations can be confidently attributed to actual elevations in SO-OCD symptom severity in individuals who endorse such concerns, compared with
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individuals who do not endorse SO-OCD concerns. Twelve items were selected this way (see Table 2 for item wordings), Fs(3, 1575) = 5.00−37.94, MSes = 0.07−1.26, ps < .002, η p 2 s = .01−.07; ps < .008 for all pairwise comparisons (after Bonferroni correction) against the other three groups. Notably, none of these 12 items needed to be reverse-scored.
We then conducted a principal component analysis (PCA) with these 12 items to determine the factor structure of the SORT within the entire sample. Specifically, we employed a principal components extraction method with Promax (oblique) rotation, determining the number of factors to extract based on eigenvalues of over 1 and, more importantly, a visual inspection of the scree plot (Costello & Osborne, 2005) Lastly, we conducted a univariate ANOVA (α = .05) to confirm differences in mean SORT total scores between groups, as well as separate Pearson's correlations with RHS (only for LGBTQ students without OCD symptoms) and MHS scores (for each group). This was to test construct validity of the SORT as distinct from the non-SO-OCD-related sexuality concerns of internalized homophobia and homonegative attitudes.
Results
Principal Component Analysis
Examination of eigenvalues over 1 and visual inspection of the scree plot from the PCA with the selected 12 SORT items converged on a suggested two-component solution,
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which explained 49.8% of variance. This was further confirmed with Horn's (1965) parallel analysis. The first three eigenvalues were 4.92, 1.06, and 0.88. Despite a drastic reduction in number of items from the earlier published survey of 70 items (Williams, Wetterneck et al., 2015) , this value was similar to the 48.4% of variance explained in that study. Inspection of item loadings suggested that the two components represented: (1) obsessive fears of changing sexual orientation and reassurance (Transformation Fears; 8 items); and (2) compulsive somatic checking and related worries (Somatic Checking; 4 items). Table 2 displays these items with descriptive statistics for the entire sample. Although the majority of items had loaded cleanly and convincingly at or above .50 on their respective component, one did not but was still well above .32 ("2. My sexual fantasies scare me"), as shown in Table 2 .
Nonetheless, we retained this item because of how well it discriminated the SO-OCD group from other groups, which was in line with the strong fit with the theme of the component, past research evidence, and clinical observations (Williams, Crozier et al., 2011; Williams, Tellawi, Davis, & Slimowicz, 2015) . This allows for a comprehensive assessment of various aspects of sexual orientation obsessions alongside the other items in this component.
Internal Consistency
Internal consistency of the 12-item SORT for the entire sample was good at α = .85.
There was no item for which the Cronbach's α-if-item-deleted statistic was much higher than the computed Cronbach's α (cf., Cronbach's α-if-item-deleted statistic for "I just want to be like everyone else" = .86; see Table 2 ), which provided evidence that all items contributed to internal consistency of the SORT. In terms of the two components, Cronbach's α was .81 for component 1 (Transformation Fears) and .71 component 2 (Somatic Checking), respectively.
Construct Validity
Mean SORT total scores were significantly different between groups, F(3, 1575) = 35.63, MSe = 38.01, p < .001, η p 2 = .06. Pairwise comparisons indicated that heterosexual
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students with SO-OCD symptoms indeed endorsed significantly higher SORT scores than the other three groups, ps < .001 (see Table 3 for descriptive statistics). Therefore, this finding further corroborated results of our earlier item-level group comparisons.
Zero-order Pearson's correlations were also obtained between the SORT and the RHS for LGBTQ students without OCD, and between the SORT and MHS for each group. The RHS-SORT correlation (r = .31) and MHS-SORT correlations (rs = .15−.35) were statistically significant (ps < .05), except for the MHS-SORT correlation for heterosexual students without OCD symptoms (r = .05, p > .05). The significant correlations were, however, small to moderate in magnitude, indicating that the SORT is not merely a proxy measure for internalized homophobic thoughts and homonegative attitudes. Overall, these findings support the SORT as validly assessing SO-OCD symptoms as distinct from the non-SO-OCD-related sexuality concerns of internalized homonegativity in LGBTQ individuals and homonegative attitudes in heterosexual and LGBTQ individuals alike.
Study 2
In Study 1, we developed a brief measure of SO-OCD symptoms (i.e., the SORT) that evidenced a two-component structure, good internal consistency, and adequate discriminant validity in distinguishing SO-OCD symptoms from general/unspecified and specific non-SO-OCD-related sexuality concerns, in a large non-clinical sample of LGBTQ and heterosexual college students in the United States. In Study 2, we sought to assess the psychometric properties of the SORT within a sample comprising non-clinical LGBTQ and heterosexual community participants, SO-OCD patients, and other-OCD patients.
Specifically, we separately explored the factor structure of the SORT in community participants, SO-OCD patients, and other-OCD patients. Additionally, we examined internal consistency, construct validity (i.e., convergent and discriminant validity in regards to non-
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SO-OCD-related sexuality concerns, OCD symptoms, and non-OCD specific symptoms such as worry, anxiety, and depression), as well as criterion validity.
Method
Participants and Procedure
A sample (N = 197) of 50 LGBTQ community participants without OCD symptoms, 76 heterosexual community participants without OCD symptoms, 33 SO-OCD patients, and 38 patients with other forms of OCD participated in this study. Community participants were recruited from local establishments (e.g., restaurants, gay and lesbian bars, beaches, etc.), and were included if they did not endorse obsessions and compulsions on the WHOS. SO-OCD and other-OCD patients were recruited online and from a private clinic in Kentucky specializing in the treatment of OCD. SO-OCD and other-OCD diagnoses were confirmed directly with the patients' mental health care provider, or determined with comprehensive structured and semi-structured clinical interviews conducted or supervised by a licensed clinical psychologist. Similar to Study 1, self-identification as either heterosexual or LGBTQ was corroborated with homosexual and heterosexual identification summaries on the Sell Assessment of Sexual Orientation. The large majority (84%) of LGBTQ community participants without OCD symptoms identified as "slightly," "moderately," or "very gay/lesbian," while the large majority (75.8%−90.8%) of heterosexual individuals in the other three groups identified as "not at all gay/lesbian." Similar to the LGBTQ students in Study 1, the majority (82%) of LGBTQ community participants without OCD symptoms also identified as "slightly," "moderately," or "very heterosexual;" this was probably due to the inclusion of bisexual individuals in this group. Lastly, the large majority (94.7%−98.7%) of heterosexual individuals in the other three groups identified as "slightly," "moderately," or "very heterosexual." Other sociodemographic information for each group is reported in Table   4 .
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Procedural details were similar to those in Study 1 (e.g., obtaining informed consent prior to participation, administration of an online questionnaire). This study was approved by the same IRB as Study 1.
Measures Sexual Orientation Obsessions and Reactions Test (SORT) -Final Version. The
SORT is described in Study 1. We used only the 12 items. Hong et al., 2013 ). The WHOS is described in Study 1. In this study, the WHOS was used to screen in community participants who did not endorse OCD symptoms. (Sell, 1996) . The Sell Assessment of Sexual
Wetterneck-Hart OCD Screener (WHOS;
Sell Assessment of Sexual Orientation
Orientation is described in Study 1. In this study, we similarly created gay/lesbian and heterosexual identification summaries to corroborate self-identification as either LGBTQ or heterosexual. Ross & Rosser, 1996) . The RHS is described in Study 1. The RHS was administered only to LGBTQ community participants without OCD symptoms. Internal consistency of the RHS for this group was acceptable at α = .71. Morrison & Morrison, 2002 ). The MHS is described in Study 1. Internal consistency of the MHS in the entire sample was good at α = .85. Storch et al., 2010) . The Y-BOCS-II-SS consists of 10 items assessing obsessions and compulsions separately (i.e., five items each) on different parameters of severity. Ratings are provided on a six-point scale from 0 to 5, with higher scores indicating greater severity. The Y-BOCS-II-SS demonstrates high internal consistency (Cronbach's α = .89 and .86,
Reactions to Homosexuality Scale (RHS;
Modern Homonegativity Scale (MHS;
Yale-Brown Obsessive-Compulsive Scale-Second Edition-Severity Scale (Y-BOCS-II-SS;
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respectively), strong direct correlations with OCD measures (e.g., r = .85), and expectedly moderate indirect associations with measures of worry and depressive symptoms (r = .20−.35), thus establishing evidence for reliability and validity (Storch et al., 2010; Wu, McGuire, Horng, & Storch, 2016) . In the present study, the Y-BOCS-II-SS was only administered to SO-OCD and other-OCD patients, by a clinician and not online. It demonstrated good to excellent internal consistency in both groups (α = .93 and .85, respectively). Foa, Huppert et al., 2002) . The OCI-R is an 18-item self-report measure of distress associated with different OCD symptoms in the past month. Each item is rated on a five-point scale from 0 (not at all disturbed) to 4 (extremely disturbed), with higher scores indicating greater distress. The OCI-R has shown good internal consistency (α = .85) both in the original study and in another study with OCD patients (α = .83) and individuals with other anxiety disorders (α = .88) (Abramowitz & Deacon, 2006) . In the original study, the OCI-R also demonstrated good convergent and discriminant validity with OCD and non-OCD-specific measures in both OCD patients and non-clinical participants (see also Hajcak, Huppert, Simons, & Foa, 2004; Huppert et al., 2007) . In the present study, the OCI-R demonstrated good to excellent internal consistency across groups (α = .83−.90).
Obsessive-Compulsive Inventory-Revised (OCI-R;
Penn State Worry Questionnaire (PSWQ; Meyer, Miller, Metzger, & Borkovec, 1990 ). The PSWQ is a 16-item self-report measure of trait worry, with items rated on a fivepoint scale from 1 (not at all typical of me) to 5 (very typical of me). Higher scores, after reverse-scoring of relevant items, indicate more severe worrying. The PSWQ has shown good psychometric properties. For example, there was excellent internal consistency in the original study (α = .94), and other research has indicated that the PSWQ can effectively distinguish worry from obsessions (e.g., Burns, Keortge, Formea, & Sternberger, 1996) . The PSWQ
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showed acceptable internal consistency across groups in the present study, with Cronbach's α ranging from .70−.77. Beck & Steer, 1990) . The BAI is a widely used, 21-item self-report measure of somatic and cognitive symptoms of anxiety in general in the past week. Each item is rated on a four-point scale from 0 (not at all) to 3 (severely), with higher scores indicating greater anxiety. The BAI has shown good psychometric properties (i.e., performing well on in terms of reliability and validity) in numerous studies. The BAI showed excellent internal consistency across groups in the present study (α = .90−.94). Beck, Steer, & Brown, 1996) .
Beck Anxiety Inventory (BAI;
Beck Depression Inventory-Second Edition (BDI-II;
The BDI-II is a widely used 21-item self-report measure of depressive symptoms. Items assess the cognitive, affective, and somatic symptoms of depression on a four-point scale from 0 to 3, with higher scores indicating more severe depressive symptoms. The BDI-II has demonstrated excellent psychometric properties in a wide variety of samples (e.g., Sprinkle et al., 2002) . The BDI-II showed excellent internal consistency across groups in the present study (α = .92−.94).
Item Selection and Data Analytical Procedure
There was 1.3%-1.6% missing values for the SORT for each participant in each group. Therefore, missing values for each participant were replaced with that participant's adjusted mean SORT item score (person mean imputation). There were no missing values for the other measures. The relevant PSWQ items were reverse-scored prior to analyses.
First, we conducted a single confirmatory factor analysis (CFA) with the entire sample to replicate the factor structure of the SORT found in Study 1. We then determined reliability of the SORT within each group, as well as full-scale and subscale reliabilities for the entire sample, in terms of internal consistency (Cronbach's α).
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Next, to confirm group differences in SORT total scores and to assess construct validity of the SORT as distinct from non-SO-OCD-related sexuality concerns, we conducted a univariate ANOVA (α = .05) to confirm differences in mean SORT total scores between groups, as well as separate Pearson's correlations with RHS (only for LGBTQ community participants) and MHS scores (for each group). We additionally conducted an independentgroups t-test between SO-OCD patients and LGBTQ community participants without OCD symptoms who scored higher than the group median on internalized homophobia (i.e., > 104 on RHS; n = 22), to determine whether the SORT specifically measures SO-OCD symptoms as distinct from internalized homophobia.
To determine convergent and discriminant validity of the SORT with measures of OCD and non-OCD-specific symptoms in each group, we conducted Pearson's correlations with scores on the Y-BOCS-II-SS (only for SO-OCD and other-OCD patients) and OCI-R, and the PSWQ, BAI, and BDI-II, respectively. These correlations were followed up in each group with the Z contrast test (α = .05; two-tailed) (Weston & Rosenthal, 2003) to determine whether convergent associations with OCD symptom measures were significantly larger than discriminant associations with non-OCD-specific symptom measures.
Subsequently, we assessed the criterion validity of the SORT in distinguishing heterosexual patients with a SO-OCD diagnosis from non-clinical LGBTQ and heterosexual community participants, as well as heterosexual patients diagnosed with other forms of OCD.
Receiver operating curve (ROC) analyses were conducted, which use the association between sensitivity and specificity to estimate the area under the curve (AUC) for SO-OCD patients with each of the other three groups. A value of 1.0 indicates perfect diagnostic prediction, whereas a value of .50 indicates prediction at chance level. Finally, we obtained the clinical cutoff in each ROC analysis that maximizes sensitivity and specificity.
Results
Confirmatory Factor Analysis
A CFA was conducted with the entire sample. The null hypothesis of good fit was 
Internal Consistency
Internal consistency of the SORT was acceptable to excellent across groups (see Table   5 ). In each group, there was no item for which the Cronbach's α-if-item-deleted statistic was more than .01 higher than the computed Cronbach's α, evidence that all items contributed to internal consistency of the SORT. Cronbach's α was .94 for the full scale in the whole sample, with α = .92 and .81 for the Transformation Fears and Somatic Checking components, respectively.
Construct Validity
Once again, group differences in SORT total scores were confirmed, and the SORT was able to assess SO-OCD symptoms as distinct from sexuality concerns in heterosexual and LGBTQ individuals. Mean SORT total scores were significantly different between groups, F(3, 193) = 24.40, MSe = 81.89, p < .001, η p 2 = .28. Pairwise comparisons indicated that heterosexual SO-OCD patients reported significantly higher scores than the other three groups, ps < .001 (see Table 5 for descriptive statistics). When more specifically comparing SORT scores between SO-OCD patients (M = 21.58, SD = 11.72) and LGBTQ community participants who scored high on internalized homophobia (n = 22; M = 5.42, SD = 1.16), SO-OCD patients still scored significantly higher, t(53) = 5.46, p < .001, 95% CI = [9.25, 19.99 ].
This indicated that even among non-clinical LGBTQ individuals high on internalized
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homophobia, SO-OCD symptoms were easily distinguished. Zero-order Pearson's correlations were also obtained between SORT and RHS scores for LGBTQ community participants, and MHS scores for each group. Only the RHS-SORT correlation was statistically significant (p < .01) (see Table 6 ).
Zero-order Pearson's correlations were also obtained between scores on the SORT and other measures of psychopathology in each group to test convergent and discriminant validity (see Table 6 ). In community participants, the SORT shared statistically significant relationships with OCD (i.e., OCI-R) and non-OCD-specific measures (i.e., PSWQ, BAI, and BDI-II), ps < .05, except with the PSWQ in heterosexual community participants, p > .05. 
Criterion Validity and Clinical Cutoffs
Separate ROC analyses were conducted with SO-OCD patients and each of the other groups. In the ROC analysis with SO-OCD patients and LGBTQ community participants without OCD symptoms, the area under the curve ( 
Discussion
Overview of Psychometric Properties
The purpose of these studies was to devise a short-self-report measure to identify SO-OCD symptoms and distinguish them from sexual orientation concerns unrelated to OCD.
Our findings indicate that, with only 12 items, the SORT provides a brief and valid method for assessing SO-OCD within this frequently misdiagnosed disorder.
The analyses supported a two-factor solution to the internal structure of the measure across groups using a principal component's analysis. Due to the content of the items in each A C C E P T E D M A N U S C R I P T
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factor, they were named Transformation Fears and Somatic Checking. These two components are consistent with the construct of OCD that typically includes both obsessions and compulsions (Leonard & Reimann, 2012; .
The SORT has strong psychometric properties, as evidenced by significant correlations with other OCD measures, such as the OCI-R, which was stronger than correlations with other measures of psychopathology, such as the BAI and BDI-II. It also demonstrated strong internal consistency. Furthermore, there was strong concurrent validity, as the measure was able to distinguish individuals with SO-OCD from community members, from those with other types of OCD, and even from LGBTQ individuals who scored high on internalized homophobia.
Notably, the significant correlation between SORT and PSWQ scores in SO-OCD patients instead of other-OCD patients could indicate the people with SO-OCD are more prone to worry. We believe that SO-OCD patients worry about SO-OCD, and therefore, their worry is correlated with the SORT scores. In contrast, other people's worries are not about SO-OCD concerns and therefore their PSWQ scores are less correlated with SORT scores.
Clinical Uses
Results of the ROC analyses demonstrated that a clinical cutoff score of 10 on the SORT was effective in differentiating between clinical patients with a diagnosis of SO-OCD and individuals without OCD symptoms, including community participants who were either
LGBTQ or heterosexual. The score of 14 was most effective when differentiating individuals with SO-OCD from patients with other types of OCD. The cutoff score of 10 is likely to be most useful in a clinical setting, where there is a need to differentiate between SO-OCD and a sexual identity crisis.
The SORT (previously called the SOWACS; Ching & Williams, in press ) has already been used in an undergraduate sample to measure decreases in unwanted sexual orientation
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worries via an experimental intervention. Likewise, the SORT may be appropriate for measuring symptom reduction as a function of treatment for SO-OCD.
Limitations and Suggestions for Future Research
There were a few limitations in the present study that should be noted. First, there was a group of LGBTQ patients with SO-OCD who were excluded from analyses due to their small numbers (n = 3). However, their mean SORT score (M = 25.33, SD = 5.69; range = 19−30) was more similar to that of heterosexual patients with SO-OCD than, for example,
LGBTQ community participants without OCD symptoms. Therefore, despite a few researchers and clinicians anecdotally expressing suspicion that SO-OCD does not exist in
LGBTQ individuals, this observation provides evidence against that assertion. Unfortunately, there were too few LGBTQ patients with SO-OCD to validate the use of the SORT in this group. More research is needed to quantify and examine empirically this phenomenon in a larger sample of LGBTQ sufferers. Additionally, the binary categories used for sexuality may be limiting and fail to adequately capture differences in scores due to within group differences and stage of sexual identity development. More research with a larger LGBTQ sample will be needed to explore this possibility.
Additionally, there was a lack of ethnic and racial diversity, particularly in the clinical sample. This is largely due to barriers to treatment faced by people of color (Williams, Powers, Yun, & Foa, 2010) . Given this lack of representation, the generalizability of the psychometric properties of the SORT is unknown in ethnic and racial minority individuals.
Thus, future research is necessary to examine the psychometric properties of the SORT in diverse groups.
Furthermore, the PCA conducted in LGBTQ and heterosexual community participants indicated that the two-factor solution explained only 51.6% of variance. This is lower than other OCD related measures, which typically explain over 70% of variance, including the
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SO-OCS (Abramowitz et al., 2010; Foa, Huppert et al., 2002; Wetterneck, Siev, et al., 2015) .
However, the variance explained in the SO-OCD and other-OCD patient group was comparable to these previous studies, with 69.6% of variance explained.
Finally, although the results are promising, clinicians should use caution when attempting to make the differential diagnosis between SO-OCD and sexual orientation issues, and should not use the SORT alone for this purpose. If there is reason to suspect SO-OCD, clinicians should make a referral to an OCD specialist for a more comprehensive evaluation.
The sensitivity and specificity of the cut-off scores of the SORT were not perfect, and if, for example, the SORT was used as a screening measure to help identify SO-OCD in the larger population, the clinical cutoff of 10 will result in some false positives, greater in number than the base rate of this phenomenon.
Conclusions
Despite the limitations of this study, the results suggest that the SORT is the first psychometrically sound self-report measure that can reliably differentiate sexual identity crisis concerns from SO-OCD symptoms. Given the delay in OCD patients receiving accurate diagnoses and adequate treatment, this measure provides a platform for identifying this often incorrectly diagnosed presentation of OCD. Combined with the previously reported rates of suicidal levels of distress associated with sexual orientation obsessions (Williams, Wetterneck et al., 2015) , it is critical that such a measure exists to shorten the time between presenting for treatment and receiving an accurate diagnosis. Note. Group 1 = LGBTQ students without OCD symptoms; Group 2 = heterosexual students without OCD symptoms; Group 3 = heterosexual students with SO-OCD symptoms; Group 4 = heterosexual students with other OCD symptoms; M = mean; SD = standard deviation. Note. SORT = Sexual Orientation Obsessions and Reactions Test; M = mean; SD = standard deviation (range for all items was 0-4); r it = corrected item-total correlation; α-deleted = Cronbach's α-if-item-deleted; TF = item loadings in bold on Transformation Fears component; SC = item loadings in bold on Somatic Checking component. Note. SORT = Sexual Orientation Obsessions and Reactions Test; RHS = Reactions to Homosexuality Scale; MHS = Modern Homonegativity Scale; M = mean; SD = standard deviation. Note. Group 1 = LGBTQ community participants without OCD symptoms; Group 2 = heterosexual community participants without OCD symptoms; Group 3 = heterosexual SO-OCD patients; Group 4 = heterosexual patients with other forms of OCD. the SORT and measure listed to the right. *p < .05; **p < .01; ***p < .001 (two-tailed).
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HIGHLIGHTS  We developed a brief self-report measure for assessing sexual orientation-OCD symptoms.
 A two-factor structure was found across student, community, and OCD samples.
 There was evidence of good reliability and convergent and discriminant validity.
 The measure can also distinguish SO-OCD from unrelated sexual orientation concerns.
 A cutoff of 10 separates SO-OCD patients from LGBTQ individuals without OCD.
